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Measies on a College Campus — Ohio 


Between January 15, and February 9, 1985, 12 confirmed cases of measles among stu- 
dents at The Ohio State University have been reported to the Ohio Department of Health. 
Two cases have been serologically confirmed. The index case is a senior student who ac- 
quired measles while traveling to London and Sierra Leone between December 8, 1984, and 
January 5, 1985. His rash onset was January 15; he subsequently infected four additional 
students. To date, students in one fraternity, one sorority, and three dormitories have been in- 
fected. In addition, several students in a brother fraternity at neighboring Miami University of 
Ohio have been exposed to a potentially infectious student from The Ohio State University. 

The student health service, assisted by the Ohio Department of Health, has init‘ated several 
control measures, which include: (1) holding voluntary vaccination clinics in affected dormito- 
ries and at the student health clinic; (2) publicizing the outbreak on campus and in the sur- 
rounding community; and (3) increasing surveillance on campus and in the surrounding com- 
munity. To date, 500 doses of vaccine have been administered to the student body, which 
consists of approximately 50,000 students. Additional clinics are planned for fraternity 7 ad 
sorority members. 

Reported by Di Charles, MD, Director of Student Health Svcs, FW Smith, MD, Chief of Preventive Medi- 
cine, RJ Spillman, PhD, Vice Provost for Student Affairs, The Ohio State University, Columbus, TJ 
Halpin, MD, State Epidemiologist, Ohio Dept of Health; Div of Immunization, Center for Prevention Svcs, 
CDC. 

Editorial Note: Measles outbreaks on college campuses have been reported with increasing 
frequency in recent years (7). In 1980, 1.5% of all reported cases occurred on college cam- 
puses, compared with 19.8% of all cases reported in 1983. In 1984, one large outbreak in 
New Hampshire involved 29 students or their family contacts at Dartmouth College, the com- 
munity, and patients and staff at the community hospital (2). The current outbreak has al- 
ready involved three generations, and additional spread seems likely. 

The propensity of measles to spread among college students is related to several factors, 
the most important of which include: (1) many college-aged students may have missed mea- 
sles vaccination in the first years following licensure of measles vaccine; (2) college students 
tend to congregate in large groups (e.g., dormitories, fraternities and sororities, and social and 
sporting events); and (3) many colleges and universities lack immunization requirements. 
Since approximately 5%-15% of college-aged individuals are currently susceptible to measles 
when tested serologically (4), college campuses effectively become a gathering place where 
large pools of susceptibles congregate. Any introduction of measles virus is likely to spread 
easily in such a susceptible population. 

Measles outbreaks on college campuses are costly and disruptive. It is estimated that the 
Dartmouth outbreak cost over $30,000 to control (2). The direct costs of controlling the 
1983 outbreak at Indiana University at Bloomington exceeded $225,000 (7). 
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Because it is more cost-effective to prevent measles outbreaks than to attempt to control 
them (7), in May 1983, the American College Health Association adopted a preadmission im- 
munization policy recommending that, by September 1985, colleges and universities require 
all students born after 1956 to present documentation of immunity to measles and other 
vaccine-preventable diseases before matriculation. A similar recommendation was made in 
1980 by the immunization Practices Advisory Committee (5). Several universities have al- 
ready implemented such policies. In Mississippi, students registering for the first time at state- 
supported 4-year colleges and universities are required to furnish proof of immunity to mea- 
sles and rubella. Currently, neither The Ohio State University nor the other affected colleges in 


Ohio have immunization requirements for matriculating students. 
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_ Rabies Postexposure Prophylaxis 
with Human Diploid Cell Rabies Vaccine: 
Lower Neutralizing Antibody Titers with Wyeth Vaccine 


On February 16, 1985, Wyeth Laboratories recalled Wyeth human diploid cell rabies vac- 
cine (WYVAC™) from the market. This resulted from two postlicensure studies of antibody 
responses after postexposure prophylaxis with human diploid cell rabies vaccine (HDCV) con- 
ducted by CDC over the last 6 months. The studies— one, a passive surveillance system, and 
the other, a randomized prospective study— demonstrated that not all individuals receiving 
postexposure prophylaxis with Wyeth Laboratories’ HDCV had antibody titers acceptable by 
the CDC criterion* and that antibody titers after rabies postexposure prophylaxis with Wyeth 
HDCV were lower than those with Merieux HDCV (IMOVAX™). 

In the passive surveillance system, sera were examined from 39 persons (in four states) 
who had completed postexposure prophylaxis with rabies immune globulin (RIG) and five 
doses of HDCV; 22 had been vaccinated with Merieux vaccine, and 17, with Wyeth vaccine. 
Two of the 17 Wyeth vaccine recipients had an inadequate titer by the CDC criterion (7,2); 
one had no detectable titer. Three additional persons had low titers (acceptable by CDC’s cri- 
terion but not by the World Health Organization's criterion). In contrast, all 22 recipients of 
Merieux vaccine had adequate titers by both criteria 

The reason for some low responses after postexposure administration of Wyeth HDCV is 
unknown. The product has consistently met all applicable release standards, and the failures 
could not be attributed to a single vaccine lot. Certain host factors may have contributed to 
the poor response. The median age of the five poor responders to Wyeth vaccine was 42 


“At present, CDC considers a neutralizing antibody titer that produces complete inhibition in the rapid 
fluorescent focus inhibition test at 1:5 dilution or greater (1:11 or greater by the Reed-Muench method) 
an acceptable response to immunization (7). The World Health Organization considers 0.5 IU/ml or 
greater (2) an acceptable response (approximately equivalent to 1:56 by the Reed-Muench method or 
complete inhibition at the 1:25 dilution) 
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years, compared with 21 years for the responders. One low responder was a 42-year-old 
person with epilepsy on chronic phenytoin therapy; phenytoin has inhibitory effects on some 
immune functions (3). The individual who showed no detectable neutralizing antibody after 
prophylaxis with Wyeth vaccine was a healthy but obese (6 ft., 275 ibs.) 32-year-old male 
who received all injections in the buttocks. Two of the three low responders also received 
their vaccine in the buttocks. 

While the surveillance program was being conducted, a prospective study was undertaken. 
The study participants received rabies postexposure prophylaxis of RIG with five doses of 
either Merieux or Wyeth vaccine of similar potencies. Titers in the Merieux group were signifi- 
cantly higher (Table 1), although all persons in both groups had acceptable titers 2-4 weeks 
after completing prophylaxis (4). 

Reported by C Langkop, R Martin, DVM, iilinois Dept of Public Health; M Catalano, MD, Montefiore Hospi- 
tal and Medical Center, New York City, A Porter, Southampton, C Trimarchi, New York State Dept of 
Health; J Jarvis, Emory University School of Medicine, Atlanta, E Weir, T McKinley, RK Sikes, DVM, 
State Epidemiologist, Georgia Dept of Human Resources; D Zeidner, MD, A Bowman, J Dennehy, MD, C 
Rudy, G Stover, R Leipold, MD, T Royer, MD, M Ryan, MD, G Stover, S Toor, MD, T Martin, MD, Geisinger 
Medical Center, Danville, J Maksimak, MD, RH Kaiser, MD, G Lattimer, MD, M Hart, C Sinner, Divine 
Providence Hospital, Williamsport, B Jones, DVM, E Witte, VMD, C Hays, MD, State Epidemiologist, 
Pennsylvania State Dept of Health; Office of Biologics, Research, and Review, Center for Drugs and Bio- 
logics, US Food and Drug Administration; Div of Viral Diseases, Center for Infectious Diseases, Div of 
Field Svcs, Epidemiology Program Office, CDC. 

Editorial Note: Annually, approximately 20,000 people receive rabies postexposure prophy- 
laxis with HDCV in the United States (5). Since the early 1980s, when duck embryo vaccine 
was replaced by the more immunogenic HDCV, no person has developed rabies after having 
received the recommended postexposure prophylaxis of RIG and vaccine. Until the current 
report, data showed that Wyeth HDCV administered intramuscularly induced acceptable anti- 
body levels. 

The present low responses in some individuals may be due to both intrinsic differences in 
the two vaccines and accompanying host factors. Wyeth HDCV is a subunit vaccine, disrupted 
with tri-(n)butyl phosphate and further inactivated with beta-propiolactone, while Merieux 
HDCV is a whole virus vaccine inactivated with beta-propiolactone. Other factors, including 
older age, receipt of mildly immunosuppressive medications and administration of the vaccine 
into the buttocks, may also have contributed to the lower responses. Injections in the gluteal 
region will almost always be delivered into fat (6). It is not known whether there is a dif- 
ference in absorption of the two types of HDCV when administered by this route. It has re- 


TABLE 1. Rabies neutralizing antibody titers," by vaccine and days after the start of 
treatment with rabies immune globulin and the first of five doses of HDCV 





Days 7-8 Days 9-10 Days 14-15 Days 49-63 
titer’ (range) titer (range) titer (range) titer (range) 
Merieux HDCV 1:11 1:50 1:800 1:1200 
n=43 (1:8-1:320) (1:8-1:280) 1:40-1:2200) (1:280-1:5400) 
Wyeth HDCV 1:11 1:13 1:210 1:280 
n=23 (neg.-1:45) (1:7-1:280) (1:13-1:1200) (1:70-1:1400) 





p value? NS < 0.05 < 0.001 < 0.001 





“Titers obtained by Reed-Muench interpolation of rapid fluorescent focus inhibition test 
t Median titer for group. 


Differences between two vaccine groups, Kruskal Wallis Test 
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cently been recognized that administration of hepatitis B vaccine in the gluteal area probably 
results in a poorer response than vaccination in the deltoid (7). It is recommended that all 
adult immunizations be administered in the deltoid region (8,9); the deltoid area is the pre- 
ferred site for HDCV vaccination. The gluteal area remains an acceptable site for large 
volumes of RIG. HDCV and RIG should never be administered in the same anatomic sites. 

One 1.0-mil intramuscular booster with Merieux HDCV in the deltoid area is recommended, 
based on review of available information, for all persons who have been potentially exposed 
to rabies since October 15, 1984, and who have received postexposure prophylaxis with 
Wyeth HDCV (unless sera obtained after postexposure prophylaxis demonstrated an accept- 
able antibody titer). Merieux HDCV can be obtained by calling 800-327-2842. Anyone cur- 
rently receiving Wyeth vaccine should complete the course with Merieux vaccine and does 
not require an additional booster. Serologic testing is recommended if a systemic allergic 
reaction (serum sickness or urticaria) occurred during previous administration of postexposure 
prophylaxis. In that case, an acceptable serologic response obviates the need for a booster 
vaccine dose. Serum testing continues to be indicated if a patient who received postexposure 
prophylaxis with HDCV is immunosuppressed (by diseases or medications) (7). State health 
departments can be contacted for the addresses of laboratories where serologic testing is 
available. 

Wyeth vaccine administered preexposure and in the recommended 1.0 mi intramuscular 
doses (three injections) has been effective in inducing antibodies. Based on currently available 
information, persons so vaccinated need neither serologic testing nor booster doses of HDCV, 
except for those select groups previously identified {7). In the event of future exposure to 
rabies, persons who have received preexposure prophylaxis with either type of HDCV should 
receive two 1.0-ml intramuscular booster doses of HDCV (one each on days O and 3), as is 
currently recommended (7 ). 
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Update: Influenza Activity — United States 


For the week ending February 16, 1985, 11 states (Florida, Hawaii, Nebraska, New Hamp- 
shire, New Mexico, Oklahoma, Pennsylvania, South Carolina, South Dakota, Texas, and Virgin- 
ia) and the District of Columbia reported widespread outbreaks of influenza-like illness, and 
17 states reported regional outbreaks. 

Trends of influenza activity are represented in Figure 1. Family physicians who report 
weekly to CDC noted an average of 9.7 cases of influenza-like illness for the reporting week 
ending February 6, compared with the average of 6.6 cases at the beginning of January. 
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Of total deaths reported from 121 U.S. cities, the percentage associated with pneumonia 
and influenza (P&i) was 6.8% for the week ending February 16 and 6.9% for the preceding 
week. This compares with recent seasons when the P&l percentage exceeded 6%: in 1981, 
the P&I percentage peaked at 6.9%, and in 1976, at 7.7%. On both occasions, many outbreaks 
of influenza associated with type A(H3N2) strains were in progress. 

The total number of type A(H3N2) virus isolates reported to CDC from the network o1 
WHO Collaborating Laboratories in the United States has increased sharply for the reporting 
weeks ending January 26 and February 2. Including recent reports from Maine and Vermont, 
influenza type A(H3N2) isolates have so far been reported from 44 states. Type B isolates 
have accounted for only nine of the 707 isolates reported by the collaborating laboratories. 
Reported by TK Lee, PhD, Bureau of Health, Maine Dept of Human Svcs; L Orciari, P Pelletier, MS, Ver- 


mont Dept of Health; participating physicians of the American Academy of Family Physicians; State and 
Territorial Epidemiologists; State Laboratory Directors; Other collaborating laboratories; Statistical Svcs 


FIGURE 1. indicators of influenza activity, by week — United States, 1984-1985 
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“Reported to CDC by approximately 125 physician-members of the American Academy of Family Physi- 
cians. A case was defined as a patient with fever 37.8° C (100° F) or greater and at least cough or sore 
throat 

tReported to CDC from 121 cities in the United States. Pneumonia and influenza deaths include all 
deaths where pneumonia is listed as a primary or underlying cause or where influenza is listed on the 
death certificate 


SReported to CDC by WHO Collaborating Laboratories (including military sources) 
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Br, Div of Surveillance and Epidemiologic Studies, Epidemiology Program Office, Influenza Br, Div of Viral 
Diseases, Center for infectious Diseases, CDC. 


International Notes 





Crimean-Congo Hemorrhagic Fever — Republic of South Africa 


During August and September 1984, eight cases of Crimean-Congo hemorrhagic fever 
(CCHF) occurred in a hospital in Capetown, Republic of South Africa. Two patients died. 

The index case was a 26-year-old man from the Vredenburg district, approximately 120 
kilometers north of Cape Town. Although he had no evidence of a recent tick bite, he had had 
regular contact with farm animals. His illness began on August 28, with a sore throat, muscle 
pains, and pyrexia. Four days later, he had slight hematemesis, followed by a massive gas- 
trointestinal hemorrhage the next day. After resuscitation at a peripheral hospital, he was 
transferred to a hospital in Cape Town, late on September 3. 

(Continued on page 99) 





TABLE |. Summary— cases of specified notifiable diseases, United States 





7th Week Ending Cumulative, 7th Week Ending 


Feb. 18 Median Feb. 16. Feb. 18 Median 
1984 1980-1984 1985 1984 1980-1984 











Acquired tr deticrency Synd (AIDS) 62 605 449 N 

Aseptic meningitis . 46 439 601 575 

Enc abtis Primary \arthropod-borne 

wena Senuens ‘ 10 102 104 

Post-intectious 2 13 8 8 

Gonorrhea = Crvihan 16,251 113.391 126.768 

Miltary 430 1 2.889 3.821 

Hepatitrs Type A 353 2.561 3,006 

440 3.034 2.333 

69 N 433 

82 
7 





Legronetios:s 
Leprosy 
Malana 
Measies Total” 
indigenous 
imported 
Meningococcal infections Total 
Crvthan 
Miiitary 
Mumps 
Pertussis 
Rubetia (German measies) 
Syphuks (Primary & Secondary) Civihan 
Military 
Touc Shock syndrome 
Tuberculosis 
Tularerma 
Typhord fever 
Typhus fever, tick-borne (RMSF) 


Rates. anual 73 








TABLE Il. Notifiable diseases of low frequency, United States 





Cum 1985 Cum 1985 

Anthrax - Plague 

Botulism Foodborne Pohhomyelitis Total 
infant Paralytic 
Other (Md 1) Psittacosis (N.Y City 1) 

Brucetiosis Rabies, human 

Cholera Tetanus (Ohio 1, Tex. 1) 

Congenital rubella syndrome Trichinosis 


Diphtheria - Typhus fever, flea-borne (endemic, murine) 
Leptospwosis 5 

















“There were no cases of internationally imported measies reported for this week 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
February 16, 1985 and February 18, 1984 (7th Week) 





Hepatitis (Viral), by type 
Aseptic Encephalitis Quand pees ws v tv Legrone! 
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Reporting Area gitis | Primary | tectious fied 


Cum Cum Cum Cum Cum 
1985 1985 1985 1985 | 1984 1985 1985 1985 1985 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
February 16, 1985 and February 18, 1984 (7th Week) 





Measles (Rubeola) Menin- 
gococcal Mumps Pertussis Rubella 
indigenous imported * infections 


Cum Cum Cum Cum Cum Cum Cum Cum 
1905 1985 1908 | Cops 1985 1908 | 1985 1905] com I 1984 1985] oy 1984 
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“For measies only. imported cases includes both out-of-state and international mportations 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
February 16, 1985 and February 18, 1984 (7th Week) 
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TABLE IV. Deaths in 121 U.S. cities," week ending 
February 16, 1985 (7th Week) 





All Causes, By Age (Years) 
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* MMortalty data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100.000 or 
more A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not 


included 
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? Because of changes in reporting methods in these 4 Pennsylvania cities. these numbers are partia: counts for the current week Com 
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On admission, the patient was in a severe hemorrhagic state requiring rapid transfusion to 
maintain blood volume. He was transferred to an intensive-care unit, where hemorrhagic fever 
was suspected. Although the bleeding was controlled, the patient died of multiple organ fail- 
ure on September 8. The diagnosis was confirmed by isolation of the CCHF virus from blood 
taken on September 4 and from liver tissue removed immediately after death. No antibodies 
were detected. 

Patients 2, 3, and 4 were nurses who had cared for the index patient during his first few 
hours in the intensive-care unit and before the institution of isolation procedures. Five days 
after initial contact, they developed pyrexia, muscle pain, sore throat, conjunctivitis, and upper 
abdominal tenderness. Four days after the onset of symptoms, a bleeding tendency was 
noted, and their platelet counts fell dramatically. 

Patients 5 and 6 were nurses who had no direct contact with the index patient but came in 
contact with contaminated material during the setting up of isolation procedures. Five days 
after this contact, they developed symptoms similar tc those of patients 2, 3, and 4. Purpura 
and bleeding also began on the fourth day of illness. 

CCHF was confirmed in patients 2-6 by isolation of the virus and a rising antibody titer. 

Patient 7 was a 37-year-old surgeon who had had no known direct contact with the index 
patient but had visited the intensive-care unit before isolation. Headache and pyrexia began 5 
days later, followed by severe thrombocytopenia and bleeding after an additional 5 days. 
CCHF was not initially suspected, but the virus was isolated from his blood. Despite intensive 
supportive measures, he died 8 days after onset of illness. As with patient 1, there was no an- 
tibody response. 

Patient 8 was a senior member of the nursing staff who had contact with all the other 
CCHF patients. Her probable mode of infection was an unintentional needle prick while nursing 
patient 3. Prophylactic treatment with antibody-rich plasma, ribavirin, and interferon was 
begun, but she developed headache, weakness, jaundice, and elevated liver enzymes. Her ill- 
ness was milder than those of the other patients, and she did not develop thrombocytopenia. 
Although the antibody titer rose during her illness, no virus was isolated. 

Treatment was mainly supportive. Multiple platelet transfusions were essential to maintain 
hemostasis. Convalescent anti-CCHF plasma was administered to patients 2-5. Patients 2-6 
did not develop major hemorrhages and were discharged 10-12 days after onset of symptoms. 

The hospital is a 2,000-bed teaching hospital. The correct diagnosis was suspected 12 
hours after admission and barrier nursing had begun on the index patient. Stringent isolation 
procedures, including use of protective clothing and goggles, were instituted 36 hours after 
admission. Laboratory confirmation of the diagnosis was received only 2 days after the pa- 
tient died. 

During the first 24 hours, numerous blood specimens were handled in various hospital 
laboratories without precautions. Fully equipped laboratories were later set up in the isolation 
area for blood cross-matching and hematologic and chemical investigations. Virologic studies 
were carried out in the high security (P4) laboratory of the National Institute of Virology in 
Johannesburg. 

Altogether, 35 persons came in contact with the index patient while in the hospital, includ- 
ing students, technicians, and cleaning staff. Patient 8 was the only tertiary case, among the 
numerous contacts with patient 7. 

Reported by WL Michell, MD, JJ Groenewald, PJ van Eeden, MD, Tygerberg Hospital and University of 
Stellenbosch, JW Moodie, University of Cape Town, R Swanepoel, AE Sheperd, PA Leman, SP Sheperd, 


National Institute of Virology, Johannesburg, Republic of South Africa; Div of Viral Diseases, Center for 
Infectious Diseases, CDC. 
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Editorial Note: CCHF was first reported in South Africa in 1981 (7). Subsequently, a 
number of cases have occurred (2), but secondary cases have not previously been reported 
in South Africa. CCHF has resulted in hospital epidemics in several other countries (3,4). 

CCHF is caused by a Bunyavirus of the arbovirus group (5). Widespread occurrence of the 
antibodies in wild and domestic animals in South Africa has been documented (6). Transmis- 
sion to humans is thought to be primarily via the Hyalloma genus of tick or contact ‘with the 
blood of infected animals (6). 

CCHF is being reported with increasing frequency from South Africa. Unlike previous 
South African cases, which have all been associated with exposure to ticks or livestock, the 
present outbreak was due to nosocomial spread of virus. Nosocomial infections with CCHF 
have occurred in other countries, including Iraq, the Soviet Union, and Pakistan (3,5, 7). Con- 
tact with bloody secretions appeared to be the means of transmission in those outbreaks, al- 
though airborne transmission has been neither proven nor disproven (5). Similarly, in the 
South African outbreak, five of the six secondary cases and the tertiary case had direct con- 
tact with either a patient or contaminated material. Of particular interest is patient 7, the only 
secondary case to die, who had no known direct contact with a patient or with contaminated 
material. As in this outbreak, tertiary cases are often mild, perhaps because of a low infective 
dose or of attenuation of the virus after human passage (3). 

Treatment of CCHF is mainly supportive. The role of prophylactic plasma, ribavirin, and in- 
terferon in reducing the severity of iliness could not be evaluated in this situation. The four pa- 
tients who received CCHF antibody-rich plasma had relatively mild disease. Although its ef- 
ficacy is not firmly established, some reports suggest a beneficial role for plasma therapy, es- 
pecially when adminstered early in the course of illness (5). Antiviral drugs, such as ribavirin, 
are of potential use in the treatment of CCHF, but they have yet to undergo clinical trials. 

CCHF, as well as other viral hemorrhagic fevers, such as Ebola virus disease, Marburg virus 
disease, and Lassa fever, have the potential to spread in a hospital setting. Patients are often 
hospitalized with a severe iliness, but the nonspecific nature of their signs and symptoms may 
not suggest a viral hemorrhagic fever (8). Furthermore, even simple isolation procedures, 
such as barrier nursing on open wards, can effectively halt transmission of these viruses (9). 
Thus, it is imperative that a diagnosis of a viral hemorrhagic fever be considered in any patient 
with an unknown febrile disease who either resides in or traveled to an endemic area within 3 
weeks of the onset of symptoms. If other, more common causes of the fever, such as malaria 
or sepsis, can be reasonably excluded, measures for isolation of the patient should be taken 
immediately. 
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Current Trends 





Update: Prospective Evaluation of Health-Care Workers 
Exposed via the Parenteral or Mucous-Membrane Route 
to Blood or Body Fluids from Patients 
with Acquired Immunodeficiency Syndrome — United States 


On August 15, 1983, CDC initiated prospective surveillance of health-care workers 
(HCWs) with documented parenteral or mucous-membrane exposure to potentially infectious 
body fluids from patients with definite or suspected acquired immunodeficiency syndrome 
(AIDS). As of December 31, 1984, 361 HCWs with such exposures were enrolled in CDC’s 
surveillance registry under the auspices of participating hospitals, other health-care institu- 
tions, and state and local health departments in the United States. Each enrolled HCW is fol- 
lowed for 3 years with a semiannual interview, physical examination, and blood specimen col- 
lection. None of the HCWs have developed signs or symptoms suggestive of AIDS; 143 
(40%) have now been followed for 12 months or longer. 

Exposed HCWs have been reported from 33 states and the District of Columbia. Fifty-nine 
percent of the HCWs were reported from six states: New York (61), California (39), New 
Jersey (36), Pennsylvania (28), Florida (25), and Texas (23). As of December 31, 1984, the 
length of follow-up of HCWs ranged from 1 month to 45 months (mean 11 months; median 
10 months). Two hundred eight (58%) HCWs were nurses; 66 (18%), physicians or medical 
students; 31 (9%), laboratory workers; 26 (7%), phlebotomists; 15 (4%), respiratory thera- 
pists; and the remaining 15 (4%) had less direct patient contact. Eighty-five percent were 
white, and 78% were female. Ages ranged from 18 years to 62 years (mean 33 years). 

The majority of exposures occurred in direct patient-care areas; 187 (52%) occurred in pa- 
tients’ room or on the wards: 99 (27%), in intensive-care units; and seven (2%), in emergency 
clinics. Thirty-two (9%) incidents took place in laboratories, and 36 (10%) occurred in operat- 
ing Or procedure rooms and morgues. The types of exposures were: needlestick injuries 
(68%); mucosal exposures (13%); cuts with sharp instruments (10%); and contamination of 
open skin lesions with potentially infected body fluids (9%). Eighty-eight percent of the expo- 
sures were to blood or serum; 6%, to saliva; 2%, to urine; and the remaining 4%, to other body 
fluids or unknown sources. Postexposure care varied considerably. Forty-eight percent of ex- 
posed HCWs received either no specific treatment or local wound care only, while 35% re- 
ceived immune globulin either alone or in combination with other treatment. 

Complete epidemiologic data have been collected on 226 of the patients to whom these 
HCWs were exposed. Two hundred nine (92%) were AIDS patients meeting the CDC surveil- 
lance definition, and 17 (8%) were suspected AIDS cases. Two hundred three (97%) of the 
209 AIDS patients were in an identified risk group for acquiring AIDS. The distribution of the 
AIDS cases by disease category included: Pneumocystis carinii pneumonia (PCP), 62%; Kapo- 
si’s sarcoma (KS), 12%; both KS and PCP, 5%; and other opportunistic infections, 21%. 
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Tests for T-cell subsets have been performed at CDC on blood specimens from 269 (75%) 
of the exposed HCWs. The mean T-helper/T-suppressor (Th/Ts) ratio for the initial whole 
blood sample from these HCWs was 2.2 with a range of 0.4-5.4 (normal range 1.0-3.9). One 
hundred eighty-three (68%) of these initial blood specimens were obtained within 180 days 
from the dates of exposures. Six-month and 12-month follow-up Th/Ts ratios were per- 
formed on 69 and six of these 269 HCWs, respectively. All Th/Ts ratios on follow-up speci- 
mens were within the normal range, including those from nine HCWs whose initial ratios were 
less than 1.0 

Serologic testing using the enzyme-linked immunosorbent assay (7) and the Western biot 
technique (2) for antibody to the human T-lymphotropic virus type Ili (HTLV-II) has been 
done, with specific informed consent, on 40 HCWs enrolled in the surveillance system. The 
mean duration between the date of exposure and the latest serum sample tested was 10.5 
months (range 0-29 months; median 8.5 months). The types of exposures included: needle- 
stick injuries (29), cuts with sharp objects (five), mucosal exposures (five), and contamination 
of open skin lesions (five). None of the HCWs tested were HTLV-Ill-antibody positive. Howev- 
er, with a sample size of 40, the upper limit of the 95% confidence intervals for this incidence 
of seropositivity (0%) is 7%. 

Reported by Acquired Immunodeficiency Syndrome Needlestick Surveillance Cooperative Group, ‘mmuni- 


zation Div, Center for Prevention Svcs, Div of Host Factors, Div of Viral Diseases, Hospital Infections Pro- 
gram, Center for infectious Diseases, CDC. 


Editorial Note: Because HTLV-lll can be transmitted among intravenous drug abusers by 
sharing needles and through transfusion of blood and blood products, there is concern that 
HTLV-Ili could be transmitted to HCWs by unintentional neediestick or other parenteral or 
mucous-membrane exposures. A recent report describes an HCW in England who is believed 
to have developed HTLV-Ill antibody following parenteral exposure to the blood of an AIDS 
patient (3). The HCW reportedly had none of the recognized risk factors for AIDS and remains 
asymptomatic 

To date, there are no reported cases of AIDS among HCWs in the United States that can 
be linked to a specific occupational exposure. Of the 8,218 AIDS patients reported to CDC as 
of February 11, 1985, 278 (3%) have been HCWs. All but 24 (9%) of these HCWs belong to 
known AIDS risk groups. Epidemiologic investigations have been completed on 17 of these 
24 HCWs; four are currently under investigation, and three died before investigations were 
completed. In six of the 17 completed investigations, nonoccupational exposures were the 
most likely sources of infection. No known risk factors for infection were identified in the re- 
maining 11 patients; however, specific occupational exposures to definite or suspected AIDS 
patients could not be documented 

In December 1984, CDC began testing sera from HCWs enrolled in the surveillance 
system for antibody to HTLV-II. Testing was performed only with the specific informed con- 
sent of enrolled personnel and the agreement of cooperating investigators. Initial results from 
this analysis and from other similar investigations (4) suggest the risk of transmission of 
HTLV-Ill infection from AIDS patients to HCWs may be very small. Thus, to accurately deter- 
mine the true risk of transmission of HTLV-II from AIDS patients to HCWs, large cohorts of 
exposed HCWs must be studied. Additional studies with larger cohorts of HCWs are in prog- 
ress, and CDC will continue immunologic and serologic testing of HCWs from whom institu- 
tional investigators have obtained informed consent. 

Studies of seroprevalence of HTLV-lil among exposed HCWs are of great value from an 
epidemiologic perspective. However, serologic testing of asymptomatic HCWs for HTLV-Ill 
antibody should be done only with informed consent, and a mechanism should exist for trans- 
mitting the test results to the HCW in an appropriate manner. The U.S. Public Health Service 
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has developed specific recommendations for individuals, within or outside known risk groups 
for AIDS, who test positive for HTLV-II antibody (5-7). Health-care professionals should 
become familiar with and consider these recommendations when serologic testing of asymp- 
tomatic HCWs for HTLV-Ill antibody is contemplated. 

Until additional data are available, HCWs should continue to follow previously published 
precautions when caring for persons with definite or suspected AIDS or when handling speci- 
mens from these patients (8,9). 
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Notice to Readers 





Diphtheria-Tetanus-Pertussis Vaccine Shortage 


On February 12, 1985, the American Academy of Pediatrics hosted a meeting to discuss 
ways of dealing with the current shortage of diphtheria-tetanus-pertussis (DTP) vaccine. The 
meeting was attended by representatives of the American Medical Association; American 
Academy of Family Practice; the vaccine manufacturer; state, county, and city health offi- 
cials; the U.S. Department of Defense; and the U.S. Department of Health and Human 
Services. 

Available information indicates that, overall, state health departments have approximately 
2.3 months’ supply of DTP vaccine on hand, but this vaccine is not uniformly distributed, with 
18 states having supplies on hand of 1 month or less. Because of close inventory monitoring 
and prudent use of DTP reserves held by the manufacturer, vaccine has remained available in 
the public sector to date. 

A survey conducted by eight different state health departments of 583 physicians indicat- 
ed approximately one-third had had difficulties in obtaining DTP vaccine, and approximately 
one-half were following the current recommendations to defer the DTP doses for 18- 
month-old and 4- to 6-year-old children. In four states, where inventory estimates were 
made, physicians’ current inventories ranged from 1.9 to 2.9 months’ supply. 

Lederle Laboratories reported the release for distribution of one DTP vaccine lot on Febru- 
ary 12. This lot, about 35,000 vials (525,000 doses), has been divided among the company’s 
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five regional distribution centers located in Los Angeles, California; Atlanta, Georgia; Chicago, 
Winois; Philadelphia, Pennsylvania; and Dallas, Texas. This vaccine is being distributed to 
health-care providers now. 

Because currently available supplies of DTP vaccine are limited, the manufacturer is care- 
fully coordinating the distribution of vaccine to both public and private health-care providers. 
Following extensive discussions, the group reached the following conclusions and recom- 
mendations: : 

1. Current information indicates that adequate supplies of DTP vaccine should become 

available in mid- or late 1985. 

2. Until adequate supplies become available, it is important to continue the currently 
recommended practice of deferring the DTP vaccine doses for 18-month-old and 4- to 
6-year-old children to assure that the initial three-dose immunization schedule for in- 
fants is met. 

. Practitioners should not administer partial doses of DTP vaccine in an effort to make 
the vaccine go further, since the degree of protection afforded by such partial doses is 
not certain. 

. Diphtheria-tetanus vaccine should not be substituted in the routine DTP vaccine 
schedule for 18-month-old and 4- to 6-year-old children. 

. It is important for practitioners to establish recall systems to ensure that children 
whose doses are deferred are recalled for the DTP vaccine they need once supplies 
become available. 

. Because some children will have their 18-month or “preschool dose” of DTP vaccine 
deferred this spring and summer, it may be necessary for day-care centers or school 
systems to allow provisional enrollment of such children until they can receive the 
needed doses. 

As soon as adequate supplies become available, the Academy of Pediatrics and the 
U.S. Public Health Service will notify physicians so they can again resume the full DTP 
immunization schedule and recall those who need additional doses. 


Reported by U.S. Public Health Service Interagency Group to Monitor Vaccine Development, Production, 
and Usage. 
®U.S. Government Printing Office: 1985-746-149/10039 Region iV 
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